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Abstract
Latino men in the Southeastern USA are disproportionately affected by HIV, but little is known 
about how the migration process influences HIV-related risk. In North Carolina (NC), a relatively 
new immigrant destination, Latino men are predominantly young and from Mexico. We conducted 
31 iterative life history interviews with 15 Mexican-born men living with HIV. We used holistic 
content narrative analysis methods to examine HIV vulnerability in the context of migration and to 
identify important turning points. Major themes included the prominence of traumatic early life 
experiences, migration as an ongoing process rather than a finite event, and HIV diagnosis as a 
final turning point in migration trajectories. Findings provide a nuanced understanding of HIV 
vulnerability throughout the migration process and have implications including the need for bi-
national HIV prevention approaches, improved outreach around early testing and linkage to care, 
and attention to mental health.
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Introduction
People of Latino descent are disproportionately affected by HIV in the USA, representing 
21% of all new cases each year but only 16% of the total population (CDC 2013a). Latino 
men make up 87% of new cases among Latinos and experience infection rates nearly three 
times as high as those of non-Hispanic White men (CDC 2013a). HIV disparities can also 
observed at the state level in North Carolina (NC), for example, where Latinos have HIV 
rates three times higher than non-Hispanic Whites (NC DHHS 2012).
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NC has one of the fastest-growing Latino populations in the nation (Kochhar, Suro, and 
Tafoya 2005); Latinos made up an estimated 8.7% of the state population in 2012, compared 
with 4.7% in 2000 (US Census Bureau 2011, 2014). As a new destination state, NC is part 
of a larger trend in which migration from Latin America to the USA has expanded beyond 
longstanding receiving areas, such as New York and California, to other regions, such as the 
Southeast, that previously did not have large Latino populations (Kochhar, Suro, and Tafoya 
2005; Massey 2008). Latinos in NC and other parts of the Southeast tend to be young, 
unaccompanied, foreign-born, male, and predominantly of Mexican descent (Frasca 2008; 
Kochhar, Suro, and Tafoya 2005; Painter 2008; Pew Hispanic Center 2011).
Compared with the rest of the Southeast, NC was initially welcoming of newly arrived 
migrant labour and offered a greater number of Latino-oriented services than neighbouring 
states. However, in recent years, anti-immigrant policies have emerged on the state and local 
levels that have increased mistrust and affected migrants’ access to bicultural and bilingual 
health services (Frasca 2008). For example, in 2006 the state Department of Motor Vehicles 
blocked undocumented immigrants’ access to driver’s licences, and in 2009 local law 
enforcement agencies in certain municipalities began entering into partnerships with US 
Immigration and Customs Enforcement through the 287(g) Program1 (Frasca 2008; Nguyen 
and Gill 2010).
In addition to these policy-level factors, the social context in which Latino immigrant men 
live in NC also creates heightened HIV risk. This risk is shaped by multiple factors 
including neighbourhood gender imbalance with disproportionately more men than women, 
social isolation, a well-organised sex industry, long work hours, stress and stigma associated 
with migrant status and sexuality, and HIV-related stigma (Apostolopoulos et al. 2006; 
Hirsch et al. 2009; McQuiston et al. 2005; Organista et al. 2013; Parrado and Flippen 2010a; 
Parrado, Flippen, and McQuiston 2004; Viadro and Earp 2000). Research indicates that 
norms regarding sexual activity and substance use may be re-formulated in this new context, 
with migrants reporting greater participation in HIV-related risk behaviours than in their 
country of origin (Hirsch et al. 2002; Parrado and Flippen 2010b; Rhodes, Hergenrather, 
Griffith, et al. 2009).
In the light of these epidemiological and demographic trends, and given the political and 
social context, there is a need to better understand HIV in the context of migration from 
Mexico to new destination states in the Southeast USA. In this study, we examined the life 
histories of Mexican migrant men in NC living with HIV to understand how events during 
the life course relate to experiences with HIV and identify key turning points, and to explore 
the relationship between the migration processes and HIV vulnerability. We then considered 
the implications of findings for HIV prevention and care throughout the migration process.
1Under Section 287(g) of the Immigration and Naturalization Act, U.S. Immigration and Customs Enforcement trains and cross-
deputizes state and local police officers in participating municipalities to also act as federal immigration agents, including initiating 
deportation proceedings. While initially intended to target undocumented immigrants who had committed serious crimes, most 
immigrants who have been incarcerated through 287(g) have been charged with minor offenses and traffic infractions and the program 
has been criticized for violations of civil rights (Nguyen and Gill 2010).
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Study setting and sample
The study received approval from the Office of Human Research Ethics at the University of 
North Carolina at Chapel Hill. Participants were male, at least 18 years old, born in Mexico, 
and enrolled in HIV care at one of two clinics in NC with substantial numbers of Latino 
patients: a state hospital outpatient infectious diseases clinic and a county health department 
HIV/STD clinic. Providers from the clinics introduced the study to potential participants 
during routine care visits and referred those who expressed interest. We interviewed 15 
participants from April 2010 to June 2011, at which point we determined that we had 
reached saturation, or the identification of recurring themes related to our key study aims 
(Corbin and Strauss 1990).
Data collection
Following a written consent process, we collected each participant’s life history in the 
course of a series of one to three interview sessions. We used multiple sessions to build trust 
and rapport, reduce burden on participants, and allow for an iterative analytical process. We 
conducted a total of 31 interview sessions, each lasting 45 minutes to two hours, with the 15 
participants. Participants received a $40.00 gift card after each interview session. All 
interviews were conducted in Spanish by the principal investigator or project coordinator. 
Initial interviews took place at the clinic where the participant was enrolled in care; 
subsequent interviews occurred at locations selected by the participant.
During the interview, we used a combination of unstructured and semi-structured techniques 
to elicit each participant’s life history. As a starting point, we asked participants to think 
about their lives as a story, to break that story into different ‘chapters’ or meaningful 
segments of their choosing, and to describe those segments in detail. We asked probing 
questions regarding social networks, sexual behaviour and substance use, and other themes 
that emerged during the data collection period. All interviews were audio-taped, transcribed 
verbatim, and reviewed for accuracy.
Data analysis
We analysed data in Spanish using techniques defined by Maxwell and Miller (2008) as 
‘connecting’ strategies to assess the chronological stories of participants’ lives in the broader 
context of the migration experience. Following Lieblich, Tuval-Mashiach, and Zilber’s 
(1998) recommendations for holistic content analysis of life histories, we first developed a 
narrative summary of each participant’s entire life history. All summaries highlighted the 
role of migration experiences and HIV risk behaviours, as well as key themes specific to the 
participant’s story.
Next, we produced a timeline for each participant by plotting important events in his 
migration process and key moments related to HIV. The interview structure lent itself to the 
identification of trajectories and turning points, two complementary concepts that are unique 
to narratives. A trajectory is defined as a smooth, stable movement in one direction; the life 
course consists of a series of these trajectories connected by transitions. A turning point is a 
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transition that redirects that movement and connects two distinct trajectories (Abbott 1997; 
Wheaton and Gotlib 1997). We identified the most important turning points in each 
participant’s life history and examined migration and HIV diagnosis experiences to 
understand how they related to other events and trajectories in participants’ lives.
We also employed ‘categorising’ techniques (Maxwell and Miller 2008) by creating 
matrices that allowed for the comparison of narrative and timeline elements across 
participants while at the same time keeping those elements within the context of an 
individual’s life history.
Throughout the analysis process, our interpretation of the data was informed by our team’s 
experience with HIV prevention research and practice in Latin America and with Latino 
migrants in the USA, as well as our commitment to improving migrant health.
In presenting our findings in the Results section, we have used pseudonyms for all 
participants.
Results
We first present a summary of participant demographics. We then present the three main 
themes identified through our analysis: (1) the prominence of early life turning points, (2) 
migration as an ongoing process rather than a finite turning point, and (3) HIV diagnosis as a 
final turning point. To preserve the holistic nature of our life history data, we demonstrate 
our findings by tracing the story of Emilio, a participant in his 40s, and supplement this with 
information from other participants’ life histories. We selected Emilio’s story as a case 
example because it included clear and detailed illustrations of the main themes that were 
common among the 15 study participants as a whole.
Participant demographic characteristics
Participants ranged in age from 24 to 46 years (Table 1) and reported having migrated from 
11 different states in Mexico. Time living in the USA ranged from four to 15 years, and time 
since HIV diagnosis ranged from less than one to 16 years. Education levels ranged from 
some primary school to some college education, and all participants were employed. Seven 
participants reported having sex with men. Four participants were married or partnered at 
the time of their interview, and four had children.
Stories of migration and HIV
The significance of early life turning points—Turning points during participants’ 
childhood and adolescence played an important role in shaping their life histories. For 
example, although Emilio reflected that growing up in a small agricultural community near 
Mexico’s Pacific coast was mostly pleasant, he began his interview by sharing a memory 
from when he was five years old and overheard his mother telling her friends that he was 
‘different’ and destined for suffering:
Everything was going well until one day I heard that I was different, that I was 
going to suffer a little in this life because I was not the same as my brother.
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Emilio’s mother’s words affected him greatly, though he did not fully understand her 
comment until years later, after he had come out as gay and experienced some of the 
difficult events that have shaped his life history. The fact that this was the first moment that 
came to mind when asked to describe the first chapter of his life reflects a deterministic tone 
running throughout Emilio’s story. The feeling that he did not have control over his future 
and his physical and mental health continued later in his interviews when he described 
migrating to the USA as unplanned and becoming infected with HIV as unavoidable; this 
sense of powerlessness and inevitability also affected his sexual risk and HIV testing 
behaviour.
Emilio later experienced other forms of emotional distress and even abuse when he came out 
as gay. At age 13 he began to have sex with male friends in encounters that he describes as 
‘secrets.’ He began to express his sexual identity more openly a few years later. His earliest 
relationship was with an older man whom Emilio described as controlling and possessive. 
This partner forced him to have sex, did not allow him to go out, and at one point suggested 
a joint suicide. Emilio then went on to date the person he referred to as his first boyfriend, 
but his relationship with this partner was difficult to maintain because his partner also had a 
girlfriend and because his partner’s brother strongly opposed his involvement with Emilio.
These romantic relationships at a young age that ended painfully, and where Emilio felt that 
he had little control, also contributed to his growing sense of determinism. However, despite 
such emotional challenges it was also during this time in his life that he began to build a 
greater sense of self-esteem, finding that a new, more confident personality emerged when 
he began dressing up in nice clothes to go out dancing with gay friends.
Like Emilio, many other participants highlighted challenging and traumatic early life events 
in their narratives. Examples included a participant who lost his parents and was later 
expelled from his orphanage to live on the streets, a participant who had to drop out of 
school when his father went in to rehabilitation for alcoholism, a participant who was falsely 
accused of a crime and incarcerated, and a participant who was held as a prisoner of war 
while serving in the military in his late teens.
Multiple participants spoke of separation from a parent at a young age due to illness, death, 
or other circumstances as having a profound impact on their lives. Instances of abuse, both 
physical and emotional, by parents and other caretakers also came up repeatedly. For 
participants identifying as gay, expression of sexual orientation sometimes led to emotional 
stress, as reflected in Emilio’s early memory of his mother’s discouraging prediction, and 
even physical punishment. For some, early turning points also created an economic need for 
migration, such as increased family financial responsibilities or job loss. These early life 
events set the tone for subsequent stages, including participants’ experiences as migrants and 
living with HIV.
Migration as an ongoing process—Rather than appearing on their timelines as a 
discrete event, participants described migration as a gradual process occurring over an 
extended period. Primary motivations for migrating were family reunification and economic 
factors. Numerous participants migrated internally within Mexico prior to leaving the 
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country or lived in one or more states in the USA in addition to NC. In many cases, 
migration often seemed relatively unplanned and was surrounded by ambivalence. 
Participants talked about deciding to migrate because others encouraged them to, because 
they had little keeping them in Mexico, or out of curiosity about life in the USA.
Emilio’s move to the USA typifies these trends. He migrated at age 27 and had been living 
in the USA for 14 years at the time of his interview. While many from his hometown were 
leaving due to a financial crisis in the agricultural sector, at the time that he migrated he was 
making a living as a hair stylist and did not have an economic need to move. Instead, he 
originally intended to accompany his sister only as far as the US-Mexico border, after which 
she was to join her husband in California. When they arrived at the border, however, he 
decided to go with her into the USA because she was afraid to cross alone. Other 
participants’ border-crossing experiences varied. Although some arrived to the USA with a 
visa, many had entered without documentation. Some, like Emilio, described the experience 
as relatively brief and uneventful, whereas others had more arduous, and even traumatic, 
journeys.
After spontaneously crossing the border with his sister, Emilio decided to stay just long 
enough to make some money. He soon became involved in daily life in the USA and never 
returned to Mexico as planned, though he disliked the social environment in California and 
found limited work opportunities in the region. Because he was so unhappy, Emilio decided 
to move to NC to live with an uncle. He and his uncle later had a disagreement and cut ties. 
This was another turning point in Emilio’s life because it led him to decide to stay in the 
USA in order to prove to himself and others that he could make a life for himself despite this 
setback.
While the men in our sample had been in the USA for varying lengths of time, their identity 
as migrants and adjustment to a new setting continued to shape their experiences and affect 
their quality of life. More than the specific act of crossing the border, the ongoing migration 
and settlement process brought about changes in their circumstances, including their career 
paths. For example, Emilio had received training and experience as a stylist in Mexico, but 
because he did not intend to stay permanently in the USA, he did not initially pursue work in 
this field. Furthermore, he lacked connections to secure well-paid employment and worked 
up to three jobs at a time in factories, restaurants, and housekeeping to support himself. 
Other participants described similar changes in the type of work that they carried out, 
shifting from professional or skilled jobs in Mexico to physical labour in the USA. Emilio 
also felt unable to move freely due to his migrant status, concerns that were echoed by 
others including two participants who had been previously detained and deported by US 
immigration authorities.
Aspects of participants’ social life also changed with migration. Many men went from 
having strong ties with friends and co-workers in Mexico to having very limited social 
networks and relying mostly on family in the USA. Notably, a few participants’ support 
networks shifted in the opposite direction. For participants identifying as gay, some felt able 
to express their sexual identity more freely whereas others who had been highly involved in 
the gay community in Mexico were not entirely out in the USA.
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In Emilio’s case, over the course of his time in the USA he withdrew from both family and 
friends. When he first arrived in California he mostly spent time with others from his 
hometown, though he did not feel as comfortable in this group as he had with his friends in 
Mexico. His friends had started using drugs since migrating and pressured him to use as 
well, but he never did. He continued to go out with groups of gay friends in California and 
NC, but did not feel a strong connection to gay Latino communities in the USA; he 
described members as being competitive with one another. He had one serious relationship, 
with a White American man in NC, but had not dated since.
The migration process also created the context in which important turning points and 
experiences related to HIV occurred. While not as prominent in Emilio’s life history, for 
many participants, differences between life in the USA and Mexico related to their 
vulnerability to HIV. These included increased contact with environments where risk factors 
such as drinking, drug use, and sex with sex workers were common. For some, already 
existing behavioural risk intensified in this new context. For example, participants who were 
married and whose partners remained in Mexico talked about how distance from their 
partners and different social norms in the USA contributed to increased extramarital sex, 
echoing findings from previous studies (Hirsch et al. 2002; Parrado, Flippen, and McQuiston 
2004; Viadro and Earp 2000). These changes over the course of an extended migration 
process created a unique backdrop against which participants experienced heightened 
vulnerability to HIV, as well as diagnosis and initiation of treatment processes.
Diagnosis as a final turning point—For many participants the moment of HIV 
diagnosis served as a final turning point in their retelling of their life history. Three 
participants were diagnosed in Mexico, while the rest were diagnosed in the USA. In most 
cases men did not know for certain when or where they became infected with HIV, but 
many indicated periods of time during which they perceived infection to have occurred that 
included both the USA and Mexico. Despite the variation regarding when and where 
infection and diagnosis occurred, nearly all of the men in the sample were diagnosed with 
advanced cases of HIV and began their HIV care in the USA.
This finality with which participants viewed diagnosis took several different forms, many of 
which are demonstrated in Emilio’s life history. Like several other participants, Emilio 
conceptualised diagnosis as an inevitable endpoint of a long trajectory over the course of his 
life that led to getting HIV. Rather than attributing his illness to a specific moment where he 
became infected, he talked about HIV as inescapable, predestined, and a form of 
punishment. Emilio learned that he had HIV approximately six years after he arrived in NC. 
He was ‘prepared’ for the news because he was aware of risks associated with his sexual 
behaviour and had a growing sense that he might be infected. While he had learned about 
safer sex as a teenager and had used condoms since he was 18, he felt that complete 
prevention was impossible. Some of the condoms that he used broke, and he also insinuated 
that some level of risk-taking was to be expected, saying it was natural to want to explore 
with different partners and describing sex as an addiction ‘like a drug.’ He knew of other 
people that had become infected, and he felt that many people were not honest with their 
partners about their HIV status.
Mann et al. Page 7






















Despite the fact that Emilio had suspected for some time that he was infected, he delayed 
getting tested because he did not know where to go. He believed he could have gotten HIV 
either in Mexico or California, but finally got tested in NC when he and a group of friends 
were out dancing and decided to participate in testing offered at a local nightclub. When 
Emilio received his results, he was told that he was in an advanced stage of infection. He 
was referred to a local hospital, where he began managing his HIV through regular 
appointments.
After diagnosis, many participants considered the rest of their life path to be fixed and their 
migration process to be complete. Some participants experienced strong emotional responses 
to learning that they were infected that, at times, further exacerbated existing mental health 
issues and preexisting trauma. These including periods of depression, self-isolation, and 
substance abuse immediately after diagnosis. Several participants, including Emilio, also 
retreated from society after they found out that they had HIV, withdrawing from social 
networks, discontinuing certain activities, and no longer planning to date or start a family. 
Emilio described his life since diagnosis as consisting primarily of going to work and 
maintaining his HIV treatment. He rarely went to clubs anymore and began to doubt that he 
would date again. In contrast with the self-assurance about his sexual identity that he 
developed at a young age, he was hesitant to disclose his HIV status because of ignorance 
and HIV discrimination. He also did not want others to worry about him. While his family 
knew about his sexuality and had grown more accepting, he had only confided about his 
diagnosis to a few friends and relatives.
One of the youngest participants, Fernando, who was in his mid-20s and had migrated to the 
USA as a child, described a similar sense of resignation:
I feel like an empty shell… Sometimes I think I live just to live … I no longer have 
a reason. I feel like a ghost in the world.
Drawing had been a passion and a form of stress-relief for Fernando in the past, but he had 
recently thrown away all his artwork. He also spoke about feeling separate from other 
people and used the vivid image of feeling like he was under a frozen lake, watching the rest 
of the world through a sheet of ice:
Sometimes I think… that it is a lake and… it is already all covered in ice. And I 
find myself under the ice. And the people, I see them walk. Free. And I, wanting to 
be like them, to get out of that lake. But… I see them and it isn’t… possible. It is 
difficult… I feel like… something very big… separates me. From humanity.
For many men, diagnosis also meant a truncation of traditional cyclical patterns of migration 
in which migrants return temporarily or permanently to their place of origin after a period of 
time in the USA. While a few had plans for future endeavors in Mexico, most participants 
no longer considered return an option, even those who had originally intended to only 
migrate temporarily or who had constructed a house in their home community using money 
earned in the USA.
For example, Emilio remained in touch with friends back home and would have preferred to 
move back to Mexico to start his own business and continue his studies. However, he 
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worried about access to HIV care and even greater HIV-related stigma in Mexico, to the 
extent that he was afraid to inquire about the availability of HIV medications in his 
hometown because he believed people would gossip about him. While he refused to give up, 
he felt stuck in an isolated lifestyle in the USA and unable to pursue his larger goals.
In spite of these perceptions of diagnosis as an endpoint, several participants continued to be 
future-oriented in some respects. Emilio translated finding out that he had HIV into 
motivation to return to his preferred career. Knowing that he had HIV gave Emilio the 
impetus to return to ‘the world of the hair salon’ because he suddenly felt that he had little to 
lose. After he learned that he was infected, Emilio found a salon owner who hired him and 
helped him to get his NC cosmetology licence. Though he still considered himself generally 
socially isolated and would have preferred to be in Mexico, he enjoyed his work and 
interacting with his co-workers and clients.
Other participants also demonstrated this type of positive forward thinking after diagnosis, 
including one who felt that his communication with his family was better after finding out 
that he had HIV. He had reduced his risk-taking behaviour out of respect for the support his 
wife provided and to avoid transmitting HIV, and, while he felt guilt and regret, his current 
focus was on educating his children so that the same thing would not happen to them.
Discussion
The three main themes from our analysis—significant early life turning points, migration as 
a process, and the finality of HIV diagnosis—are helpful for understanding the relationship 
between migration and HIV vulnerability in the context of a new destination state.
Our findings indicate the need for a more holistic approach to studying and preventing HIV 
among migrant populations, including increased emphasis on the impact of early life 
conditions and mental health throughout the life course. Experiences from when participants 
were young figured prominently in their life histories and included many examples of 
diverse forms of trauma. Other studies have also identified a high prevalence of traumatic 
events in the lives of people living with HIV (Whetten et al. 2008), and the specific types of 
hardships described by participants in this study parallel common early life experiences 
among non-migrant individuals with HIV in NC and other parts of the Southeast (Whetten et 
al. 2006). The particular prominence of traumatic early life experiences, including emotional 
and physical abuse, among participants in our study who identified as gay, such as Emilio, 
warrants special attention. Other studies have also found childhood abuse to be prevalent 
and associated with sexual risk-taking among Latino men who have sex with men (Arreola, 
Neilands, and Diaz 2009).
Participants also described long-term mental health challenges such as depression and 
substance abuse, issues that have also been described in other studies with migrant men in 
NC (McQuiston et al. 2005). Latino migrants tend to underutilise mental health services for 
a variety of reasons, including stigma, lack of medical insurance, lack of knowledge, and 
other access issues (Garcia et al. 2011; Manoleas 2008; Nadeem et al. 2007). These findings 
highlight the need for improved attention to mental health among migrants as a risk factor 
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for HIV, especially in a new destination such as NC where many migrants experience 
isolation and loneliness.
Our findings also demonstrate how HIV relates to traditional and shifting migration patterns. 
Historically, the flow of people between Mexico and the USA has been circular; most 
migrants to the USA have planned to eventually return to Mexico, though some have settled 
in the USA as they formed ties in their receiving communities (Massey 1987). The 
experiences of participants in this study reflect, but also complicate, these models. Emilio 
and most of the other men did not migrate with explicit plans to stay in the USA 
permanently. Though a few participants had put down roots in NC, many shared Emilio’s 
preference to live in Mexico long-term but felt that going back was not an option due to 
concerns about HIV-related stigma and lack of access to medical care. As such, HIV may 
interact with larger forces related to changing migration patterns, and effective approaches 
to HIV prevention and care for migrants will need to take in to consideration and address 
such stress about the future and challenges related to continuity of care.
Our participants’ experiences are also consistent with previous findings regarding a 
tendency for Mexican migrants in new destination states in the Southeast to delay testing for 
HIV (NC DHHS 2010; Sena et al. 2008; Torrone et al. 2007; Dennis et al. 2013). For many 
men in the study, HIV infection was detected after they had developed symptoms and, in 
some cases, were seriously ill. Emilio and the other participants described fear, stigma, 
fatalism, lack of knowledge, and lack of access as reasons that they did not test earlier, all of 
which are common barriers identified in the migrant health literature (Persichino and Ibarra 
2012; Rhodes et al. 2006; Rhodes and Hergenrather 2007). However, several, including 
Emilio, described ways that some aspects of their lives had improved after they finally were 
diagnosed and began receiving HIV care. Given growing support for early treatment as both 
a means of providing direct health benefits to people living with HIV and a form of HIV 
prevention (Cohen, McCauley, and Gamble 2012), increasing testing rates and linkage to 
care among migrant men is essential and also aligns with large-scale efforts such as the 
National HIV/AIDS Strategy for the US (ONAP 2010).
Fully addressing the issue of delayed testing must also include efforts both in Mexico and in 
the USA, as many participants in this study experienced periods of perceived risk in both 
countries. Zimmerman, Kiss, and Hossain’s (2011) Migratory Process Framework may be a 
useful tool in addressing HIV vulnerability that transcends all stages of the migration 
process. This framework considers migration to be cyclical and multi-staged, dividing the 
process into five phases that each involve distinct health-related risk exposures with 
cumulative effects over the course of migration and that each present distinct opportunities 
for intervention: Pre-departure, Travel, Destination, Interception, and Return.
The Migratory Process Framework has not been explicitly applied to HIV among Mexican-
born migrant men, yet existing prevention efforts align with various phases of the 
framework. For example, prioritised health strategies in Mexico focus on Pre-departure 
conditions, such as limited access to condoms and testing and social norms regarding 
sexuality, by using mobile health units, campaigns to incorporate HIV testing into routine 
primary care visits, and mass media campaigns addressing homophobia, gender inequality, 
Mann et al. Page 10






















and stigma related to HIV (Izazola Licea et al. 2010; Magis-Rodriguez et al. 2004; Strathdee 
and Magis-Rodriguez 2008).
During the Travel phase, special attention has been paid to increased social vulnerability and 
sexual risk experienced by migrants en route to the USA. Accordingly, HIV prevention 
programs have been implemented in migrant transit stations throughout Mexico and Central 
America (Leyva Flores et al. 2006). In addition, behavioural interventions have been 
implemented among commercial sex workers in the US-Mexico border region, with 
preliminary results indicating significant improvements in safer sex practices and STD 
incidence (Patterson et al. 2008).
With regard to the Destination phase, current HIV prevention efforts in NC emphasise lay 
health advisor (LHA) models that tap into migrant men’s social networks. An LHA 
intervention implemented with members of Latino men’s soccer leagues in rural NC has 
been included in the Centers for Disease Control and Prevention’s Compendium of 
Evidence-Based HIV Behavioral Interventions based on demonstrated effectiveness in 
increasing condom use and HIV testing (Centers for Disease Control and Prevention 2013b 
IN FULL PLs; Rhodes, Hergenrather, Bloom, et al. 2009).
The level of social isolation among participants in the study, as well as this population’s 
transient nature and reluctance to use services, imply that other methods may be necessary to 
complement current intervention designs and to facilitate initiation of HIV care when 
necessary. Suggested approaches include encouraging migrant men who test positive or are 
high-risk to refer others in their social networks for testing (CDC 2006). Additionally, NC-
based programmes using social marketing, outreach, and coordination of care to promote 
testing and linkage to care have been associated with increased retention of young Latino 
and African American men who have sex with men in HIV primary care services (Hightow-
Weidman et al. 2011). As rates of internet use among Latinos in the USA have been 
increasing rapidly, particularly through the use of mobile devices (Pew Hispanic Center 
2013), Mexican-born men may also benefit from theory-based, interactive websites 
promoting HIV and STD prevention such as a recently piloted online intervention designed 
for African American men who have sex with men (Hightow-Weidman et al. 2012).
Finally, the Mexican government has developed bi-national programmes that take into 
account the Return phase of cyclical migration patterns. For example, the Vete Sano, 
Regrese Sano (Leave Healthy, Return Healthy) initiative, health initiatives at Mexican 
consulates in the U.S., and Bi-national Health Week seek to address migrant health prior to, 
during, and after migration. However, important gaps remain as these programmes do not 
focus specifically on HIV nor have they been rigorously evaluated (Leyva Flores et al. 
2009). These programmes also reflect the assumption of return, which we did not find to be 
a reality for Mexican migrants living with HIV in NC.
A systematic application of the Migratory Process Framework may be especially effective 
for further examining and promoting testing from a bi-national perspective using 
intervention approaches that are tailored to the different stages of migration and also take 
into consideration the entire migration process. There is also a need for more rigorous 
Mann et al. Page 11






















assessment of the efficacy of intervention approaches, particularly those employed in 
sending communities in Mexico and those that address structural determinants of health, 
which have been recognised as essential to prevention efforts but difficult to evaluate using 
traditional study designs (Gupta et al. 2008).
Limitations
A major limitation of this study was that the sample included only participants who had been 
tested and were receiving care and who had already been through the process of migrating to 
the USA. If possible, future studies should examine experiences of men who are not actively 
in care and attempt to capture the perspectives of those at various points in the migration 
process. Aspects of the interview process may have also influenced the data collected. For 
example, the structure of the guide, which asked participants to list the chapters of their life 
story, may have contributed to greater emphasis on early life events.
Conclusions
Our findings provide compelling reasons for examining HIV and migration from a bi-
national, life course perspective rather than focusing only on the risk behaviours of Mexican 
migrants in the US. Study findings indicate a need for greater attention to early life 
experiences and trauma. Implications also include the need to promote earlier testing across 
all stages of the migration process and to address continuity of care both in the USA and in 
Mexico for those who wish to return.
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Table 1
Characteristics of Mexican-born men living with HIV in NC (n=15).
Characteristic Mean (range) or n
Age (years) 36 (24–46)
Years living in the USA 9 (4–15)
Years since diagnosis 5 (<1–16)
Education level
    Some primary school 1
    Some middle school 4
    Some high school 5
    Some college or technical school 5
Reported sex with men 7
Did not report sex with men 8
Relationship status
    Married or partnered 4
    In a dating relationship 1
    Single 10
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